
Atypical Providers 

 
The information below is a list of important fields on the CMS-1500 claim form for providers that bill using an 

atypical provider number. Fields not listed are not needed to process a claim for Montana Medicaid.   

  

Member Has Medicaid Coverage Only 

CMS-1500 

Field # Field Title Instructions 

Member Information  

2* Member’s Name Enter patient’s name as seen on member’s Montana Health Care Programs 

information. 

10d, * Member’s ID 

 

Enter the member’s ID number as it appears on the member’s Montana Health 

Care Programs information. 

1a, 9a, 11** Member’s ID If member’s ID is not located in 10d, these three fields are searched for the 

number. 

Provider Information 

31* Signature and Date Enter signature and date. 

33* Billing Provider Info Enter physical address with a 9 digit ZIP code and phone number. 

33a** NPI # Enter NPI number for billing provider. If billing with a proprietary ID, leave 33a 

blank. 

33b** Taxonomy # 

Proprietary ID  

Enter the qualifier (ZZ) and the billing provider’s taxonomy code. Enter the 

G2 qualifier and the billing provider’s Montana Health Care Programs number. 

Billing Information 

21.1 – 21.4* Diagnosis codes Enter at least one diagnosis. 

24a* Date(s) of Service Enter the dates of service; include beginning and ending date even if same. 

24b* Place of Service  Enter the code for place of service 

24c** EMG Emergency indicator  if applicable 

24d* Procedure Code Enter the procedure code used/ Enter modifiers if applicable 

24e* Diagnosis Pointer Enter the corresponding diagnosis pointer (1, 2, 3, or 4) that refers to the codes in 

field 21. 

24f* Charges Enter the total charge for this line. 

24g* Days/Units Enter the days or units used for the procedure. 

24h** EPSDT Family Plan Enter 1 when the member is under age 21. Enter 2 when providing family 

planning services. Enter 3 when the member is under age 21 and is receiving 

family planning services. Enter 4 when providing services to pregnant women. 

Enter 6 when providing services to nursing facility residents. 

28* Total Charges Enter total charges from all line items. 

 

* = Required Field ** = Conditional (Required if applicable) 
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